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Fungal infections occur in the immunologically compromised host and are a well recognised complication of intravenous antibiotic therapyl-5 and intravenous drug addiction.6-8 Embolic ocular manifestations of systemic fungal infection generally present as chorioretinal lesions with subsequent anterior spread; Candida albicans is the organism most often implicated.9 10 Torulopsis glabrata may also cause fungaemia in similar circumstances, but retinal torulopsis has not been described. Amphotericin, the drug commonly used in the treatment of the ocular mycoses, may cause severe renal, hepatic, and bone marrow toxicity. Fluorocytosine is a less toxic alternative, but the organism may become rapidly resistant when it is prescribed alone." Miconazole is a new drug being used in the treatment of systemic mycosis. It she allegedly fell on a cup and deeply lacerated the left foot. Recurrent infection followed which necessitated prolonged intravenous antibiotic therapy. She was febrile on admission, and there was chronic inflammation with suppuration of the soft tissue of the dorsum of the foot. Regional lymph nodes were not enlarged.
Visual acuity in the right eye was 6/9 and funduscopy and fluorescein angiography were normal. Vision in the left eye was reduced to appreciation of hand movements in the peripheral field with no vision in the right upper quadrant. There was a minor vitreous haze. The optic disc was elevated, and there was a white circumscribed lesion surrounded by satellite bodies in the lower temporal quadrant (Fig. la) . There was neovascularisation as well as traction of the retina, with gross distortion of the retinal vasculature and the macula.
Fluorescein angiography revealed a retinal mass immediately inferior to the macula surrounded by radiating capillaries, which fluoresced early. In the later phases of the angiogram there was gross leakage of dye from these capillaries, as well as from the temporal side of the disc (Fig. 2) . These radiating vessels were interpreted as neovascularisation because they were anterior to the normal retinal capillaries in stereoscopic views.
The wound on the foot was explored and Torulopsis glabrata was cultured from debrided tissue. It was also grown on Sabouraud's medium from duplicate blood culture bottles. Cultures The patient was initially thought to have had atypical ocular candidiasis. The structural changes at the macula suggested that prognosis for vision was poor. It was decided to treat the patient with miconazole because of the known toxicity of amphotericin. Pending results of culture, treatment was commenced with miconazole by daily infusion of 1000 mg in 501 dextrose in water over 2 hours. This therapy was continued when blood cultures showed the presence of Toriulopsis glabrata. Following the determination of the minimum inhibitory concentration (MIC=0 5 mcg/ml) and minimum fungicidal concentration (MFC=20 mcg/ml) of miconazole for this organism the daily dose was increased to 2400 mg as twice daily infusions over 1-2 hours delivered via a Raimondi catheter, which remained in place throughout the 6 weeks of therapy. The One week after commencement of therapy small vertical haemorrhages were noted above the main lesion in the region of the macula (Fig. lb) . During the 6 weeks of treatment vision improved to 6/60, the vitreous cleared completely, and the satellite lesions regressed. The main embolic lesion also decreased in size significantly. Since discharge from hospital on 21 July 1979 the appearance of this scarred lesion (Fig. 1c) The electrocardiogram was normal and echocardiography showed no evidence of valvular disease. Fasting serum triglycerides and serum cholesterol were respectively 2-37 mmol/l (normal less than 1-70 mmol/l) and 6 5 mmol/l (normal 3-9-6&7 mmol/l) initially and rose during treatment to 12 4 mmol/l and 22-12 mmol/l respectively. Two months after the completion of therapy these figures had fallen to 2 40 mmol/l and 6-3 mmol/l.
Discussion
The clinical findings of a white retinal mass, with surrounding satellite lesions, seen in the context of chronic intravenous antibiotic administration or drug addiction, are strongly suggestive of embolic ocular fungal infection. In the present case the patient gave a history of trauma and prolonged intravenous antibiotic therapy, but the possibility that drug addiction was also a factor has not been dismissed. She has subsequently presented to 2 other hospitals in Sydney and given totally different accounts of her symptoms, and a Munchausen syndrome appears likely. 13 Candida albicans was grown from throat and vaginal swabs, but the subsequent confirmation of deep wound infection and fungaemia with Torulopsis glabrata make it highly probable that this organism was responsible for the retinal lesions. Vitreous aspiration and culture7 were not thought justified in view of only minor vitreous haze.
Embolic ocular candidiasis is characterised by fluffy white inner retinal lesions, which rapidly spread anteriorly to cause severe vitreous opacification, which in chronic cases may obscure the retinal changes. 
